35% (Albert et a!, 1992). Patients with delirium
have longer hospital stays (Thomas et al 1988) and higher mortality rates (Rabins & Foistein, 1982) , even when the severity of their underlying illness is accounted for (Francis et al, 1990) . The underlying causes of delirium include both physical and environmental factors (Rabins, 1991) with a single cause established in as little as 50% ofcases (Purdie et a!, 1981) . Therapeutic strategies should address this multifactorial aetiology and include treating underlying causes, providing a predictable and orienting environment and on occasion, sedation with pharmacological agents. The latter should be avoided where possible since such intervention can further cloud mental status and hinder the accurate assessment of changing cognitive function.
There is no clear consensus as to the division of delirious patients into subtypes. Lipowski (1990) distinguished three subtypes; hypoactive-hypoalert, hyperactive-hyperalert and mixed. Liptzin & Levkoff (1992) recently studied the prevalence of these subtypes according to features defined in the Delirium Symptom Interview (Albert et a!, 1992) and found that over half of their sample were of the mixed variety. Other studies suggest that patients with predominantly hypoactive features are less likely to be recognised since the â€˜¿ good' or quiet patient is often assumed to have normal cognitive function and is less likely to be subjected to a detailed mental state examination than the agitated or hyperactive patient. Despite the high prevalence of delirium in clinical settings and the recognition that environmental manipula tion is central to the good management of this condition, there has been little systematic invest igation of the use of such strategies and their relationship to the use of psychotropic medication or to symptom profile/delirium subtype.
Method
We conducted a prospective analysis of 46 con secutive referrals with delirium to a consultancy , 1992) . Patients were further subdivided into hypoactive, hyperactive and mixed subtypes according to their symptom profile as described by Liptzin & Levkoff (1992) . The severity of delirium was assessed using the Delirium Rating Scale (DRS; Trzepacz et a!, 1988) , a ten-point scale which rates individual features of delirium and generates a cumulative severity score. Two aspects of the management of each patient were also investigated. Firstly, each case was assessed as to whether the patient received psycho tropic medication to manage their symptoms of delirium prior to psychiatric consultation. Patients who were receiving psychotropic medication before the onset of their deliriumwere only included in this group if the doses were specifically altered to treat their delirium or they received a new agent. Secondly, the implementation ofeight basic nursing strategies was also assessed: 
from radios or television) (h) Relatives or friends specifically requested to visit regularly in an effort to enhance re orientation
These were derived from a number of sources, including a review of medical and nursing literature on the subject. Each strategy was defined in an all-or-none manner and its presence was assessed through discussion with nursing staff at the time of consultation and through an informal visit to the ward after visiting time in the evening. Patients were assessed as to whether each strategy was implemented prior to consultation and a â€˜¿ management score' corresponding to the number of strategies used was generated.
Results
Of the 46 patients, 26 (56.5%) were women. Table 2 ).
The mean â€˜¿ management score' for the whole group was 4.04 (s.d. 1.87) strategies. This was significantly higher in the hyperactive group (P<0.05) and lower in the hypoactive group (P<0.01). Of the eight strategies, four (nursing in a single room, limiting staff changes, minimising noise levels and specifically involving relatives in the management plan) were implemented for fewer than half of the patients. Management was further subdivided into those who received more than four of these strategies (â€˜high score') and those who received four or less (â€˜low score'). A high score was associated with greater severity of delirium (P<0.0l) and hyperactive subtype (P<0.01). A low score
Table1
Underlyingcauses of delirium 
Psychotropic medication use
Psychotropic medication was frequently used prior to psychiatric consultation in our population. This may be a reflection of medical practice in this centre and as such may not be a finding which can be generalised to other settings. It may also be related to the relatively infrequent use of special nurses or constant observation which is expensive and involves complex medicolegal considerations. Nevertheless, psychotropic drugs often further complicate ongoing assessment of mental status and can be more of a hindrance than a help in the management of delirium. Fainsinger and colleagues (1993) , in a study of the management of delirium in terminally ill patients, suggest that the use of sedative medication is often the result of pressure from relatives and communication difficulties between medical and nursing staff. Furthermore, they suggest that the major benefit from such measures is derived by the relatives rather than the patient, and found that only 10% of patients required sedation. Not surprisingly in their study it was the hyperactive subgroup who most fre quently required sedation; a finding echoed in our group where the use of medication prior to consultation was significantly associated with the hyperactive subgroup.
Environmental manipulation was associated with hypoactive delirium subtype (P<0.05).
The specific components of delirium measured on the Delirium Rating Scale were grouped into those reflecting core disturbance of cognitive function (disorientation, delusions and hallucinations) and those which reflect features which are associated with problems in the beha vioural management of these patients (agitation, mood lability, sleep-wake cycle disturbance). High management scores were significantly associated with the latter (P<0.Ol) but not with the former â€˜¿ core' features, suggesting that active environmental intervention was dictated by features associated with difficulty in ward management rather than severity of cognitive disturbance.
The use of environmental strategies in the manage ment of patients with delirium is well described (Rabins, 1991) but under-studied.
Indeed, to our knowledge, this study is the first to systematically investigate their use. Our findings indicate that greater attention could be applied to this area of management, particularly regarding limiting exces sive staff changes, involving friends or relatives in re-orientation efforts, and the minimisation of noise levelson wards where patientswith delirium are managed. The use of environmental manipulation was significantly associated with the presence of the hyperactive subtype of delirium. While our study did not include a measurement of outcome, it is significant that a study of similar subtypes of delirium (Liptzin & Levkoff, 1992) indicated that the hyperactive subgroup had a shorter length of stay and a lower mortality rate than the hypoactive or mixed groups. This may reflect the fact that the hyperactive subgroup tend to be younger, but may also be related to variations in management practice. The finding that the use of environmental measures was significantly associated with features linked to problems in ward management seems to add weight to the latter suggestion.
Discussion
Our patient group differed somewhat from those investigated in much of the literature on delirium in that it involved referrals to a consultation service and thus included patients of widely varying ages and underlying diagnoses. The mean age of our population was lower than other studies which have investigated delirium in hospitalised elderly (Fran cis et a!, 1990; Liptzin & Levkoff, 1992) . Our selection methods (consecutive referrals to a consultation service) are a possible source of bias since they are subject to variations in referral practices between different physicians and accord ing to patient symptom profiles. Nevertheless, the different subtypes of delirium were represented in similar frequencies to those noted previously in a study of delirium subtypes in the elderly, with most patients falling into the mixed symptomatology subtype (Liptzin & Levkoff, 1992 
